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EDITORIAL 


Health Insurance 
FREDERIC R. STEARNS, M.D., Editor 


At the annual meeting of the Clinico-Pathological Society of Washington, 
D.C., April 18, 1950, Major General Paul R. Hawley, M.C., U.S.A. (Ret.), 
delivered an address which is highly significant in several aspects. General 
Haw?ey is particularly well qualified to speak about ‘‘Trends In The Practice 
Of Medicine’’ as he has experienced the practice of medicine from very 
different views; in the army he became well acquainted with what we may 
call centralized planned medicine. As head of the Blue Cross and Blue Shield 
for several years, he saw medicine from the angle of voluntarily planned 
medical care, and now as Director of The American College of Surgeons, 
he visualizes an organization of physicians who represent purest individual- 
ism imaginable. 


There are a few sentences in General Hawley’s address which can be 
heartily agreed to by everyone: ‘‘I am sure that there is no one here who 
does not believe that the general practitioner is a most important stone in 
the structure of medical care. In many ways he is the most important stone.”’ 
... “This ledger of the Public Relations Account of the Medical Profession 
contains entries both in black and in red ink. There are many more entries 
in black than in red; but it is unfortunate that red catches the eye more 
quickly than black and a few red entries appear more numerous than a 
whole page of black.’’ 


These statements certainly do not require any comment. 


It is somewhat different, however, regarding General Hawley’s remarks 
on voluntary health insurance. Here his experience seems to sympathize 
with the Blue Cross and the Blue Shield in conformity with his previous 
affiliation. And in spite of all manifested objectivity, he takes stand against 
commercial health insurance. In order to use his own words, he over- 
emphasizes the few red entries in the ledger of commercial health insurance; 
but he discards the red entries in the ledger of the Blue Cross and Blue 
Shield. The deficiencies of the commercial health insurance which General 
Hawley amply stresses are, as to our opinion, not more striking than those 
of the Blue Cross and Blue Shield. The latter ones give only restricted pro- 
tection of a rather desindividualized type and they can preclude losses 
simply by increasing the fees under certain conditions as stipulated in the 
by-laws of both organizations. Another deficiency is that the Blue Cross 
curtails the protection period at an age when it is most needed, namely 
after 65. It is true that most of the commercial health insurance institutions 
(not the mutual companies) are in business for a profit.1 This is a charac- 


1The word profit is derived from the Latin word profectus which literally means 
advance or progress. 
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teristic of capitalism of which we are proud. It is the profit which finally 
again creates new work and new enterprises. It is profit which flows back 
in cultural and civilizatory channels and which, thus, has fertilized medica] 
progress and has endowed medical institutions. While we do not think, 
therefore, that profit is a deficiency, we should also remember that Com- 
mercial Health Insurance Companies offer a more individualized and a 
more complete protection against health risks than the Blue Cross and 
Blue Shield, according to the amount of premium paid, of course. Whether 
the administrative costs of Commercial Health Insurance are so much 
higher than those of the Blue Cross and Blue Shield is difficult to determine 
as the various private insurance organizations have quite different per- 
centages of administrative expenses. This holds true, however, as far as 
we know as well for the administrative expenditures of the Blue Cross in 
the various states where offices are located. What General Hawley did not 
mention, is that commercial insurance companies cannot increase their 
premiums in order to prevent losses and that they have to accumulate, 
therefore, reserves for the sole benefit of the insured. 


This sounds as if this editorial would espouse the Commercial Insurance 
Companies. This is by no means the case. The great importance and value 
of both the Blue Cross and Blue Shield are indisputable. 


A question which has troubled us for a long time is whether the open or 
implicit support of the Blue Cross and Blue Shield by physicians and by 
medical organizations is a well considered attitude. Blue Cross and Blue 
Shield have already about 40% or more of the possible number of insured 
which would be embraced by a compulsory federal health insurance. If 
this one voluntary health insurance organization will still expand its mem- 
bership with support of physicians and when, thus, it will one day become 
a mammoth organization, entirely desindividualized, with a membership 
close to that expected in compulsory health insurance, the question might 
be asked why the medical organizations have consistently nurtured such an 
insurance plan which will then, only by degrees and its external form, be 
different from a centrally planned health insurance. The question arises 
whether it would not be wiser in the interest of the profession to encourage 
health insurance in general whether the Blue Cross and Blue Shield, pre- 
payment plans, or Commercial Health Insurance Companies and to abstain 
entirely from recommendations in one way or the other. 
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Seminal Vesiculitis 
HARRISON C. HARLIN, M.D. 


From the Department of Urology, 
Veterans Administration Hospital, Brooklyn 9, New York 


Every physician, I am sure, has 
come into contact with patients who 
have been treated medically or who 
have been subjected to operative 
procedures and who have continued 
to experience their main complaints. 
During recent years I have seen 
many patients whose symptoms have 
directed ineffectual treatment to- 
wards the kidney, the ureters, the 
gall bladder, the urinary bladder 
the gastro-intestinal system, the ap- 
pendix, the neuropsychiatric sys- 
tem and the spine and lower extrem- 
ities, but who in reality had been, 
and were, suffering from an infec- 
tion of the seminal tract, and, more 
specifically, a seminal vesiculitis. 
Too many physicians are prone to 
forget that there are such structures 
as the seminal vesicles which can 
become infected either alone or, as 
is more usual, in association with 
infection elsewhere along the semi- 
nal tract; and they forget that the 
resulting symptoms may be many 
and varied. 


A prime requisite for a thorough 
understanding of the disease is know- 
ledge of the anatomy of the seminal 
vesicles themselves and of their re- 
lationship to adjacent structures. 
Figures 1 and 2 demonstrate this. It 
is obvious that any infectuous pro- 
cess of significance within or around 
the seminal vesicle could easily in- 
volve the contiguous — structures. 
Chronicity of infection is promoted 
by the diverticular arrangement of 


the vesicle and small caliber of the 
ejaculatory duct when congested. 


In a general way, the pathology of 
seminal vesiculitis is similar to that 
of any other hollow organ lined with 
secretory epithelium. The lesions 
are those of suppurative or catarrhal 
inflammation and depend on the 
acuteness or chronicity of the pro- 
cess. 


Clincially, there are three main 
types of infections of the seminal] 
vesicles: tuberculous, gonorrheal, 
and non-specific. The non-specific 
type only will be considered here; 
a large number of these follow gon- 
orrhea. A chronic vesiculitis may 
follow an acute infection but usually 
develops insidiously. 


Excessive sexual contact or pro- 
longed abstinence may result in 
marked congestion or distention of 
the vesicle which predisposes to 
vesiculitis in the presence of adja- 
cent or focal infection. 

The most common form of seminal 
vesiculitis is produced by extension 
of infection after posterior urethritis. 
This may spread by mucosal sur- 
face or lymphatics and frequently 
follows urethral instrumentation dur- 
ing an active phase of infection. In- 
fection by means of the blood stream 
in the course of systemic disease or 
from a focus of infection also oc- 
curs. Prostatic disease which inter- 
feres with drainage of the ejacula- 
tory ducts and urethral strictures 
which interfere with proper drainage 


Sponsored by the Veterans Administration and published with the approval of the 
Chief Medical Director. The statements and conclusions published by the author are 
« Tesult of his own study and do not necessarily reflect the opinion or policy of the 


Veterans Administration. 
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Figure 1—Demonstration of the close ap- 
proximation of the seminal vesicles, 
vasa deferentia, ureters, urinary bladder 
and prostate gland. 


of urine may result in infection in 
the bladder, urethra, prostate and 
seminal vesicles. Any pathogenic or- 
ganism may cause a seminal vesi- 
culitis and mixed infections are com- 
mon. It is much more common oc- 
currence than is generally thought. 


In considering the symptomat- 
ology of seminal vesiculitis, one 
must reflect upon not only the entire 
seminal tract but also upon the 
lower urinary tract (urinary bladder 
and urethra). Dysuria, frequently of 
urination or nocturia may be promi- 
nent features. A morning urethral 
drop or a light watery discharge of 
the external urethral meatus during 
the day occasionally occurs. These 
are caused by a coexisting prosta- 
titis and posterior urethritis. Spread 
of infection from the posterior ure- 
thra resulting in cystitis and/or tri- 
gonitis may lead one away from ex- 
amining the primary site in the 


Figure 2—Demonstration of the course 
of the ejaculatory ducts and the structu- 
ral interior of a vesicle. 


seminal vesicles and prostate. Acute 
urinary retention is sometimes en- 
countered. Rarely this is due to ob- 
struction by an acutely inflammed 
an distended vesicle; a swollen pros- 
tate gland is the more likely offend- 
ing agent. Occasionally some type of 
obstruction to the bladder neck re- 
sults from a chronic recurring in- 
fection of long standing. Urethral 
strictures are a common companion 
to vesiculitis and occasionally may 
account for any complete or partial 
urinary retention. 


Some sexual disturbance is usual- 
ly noted and may be the dominant 
feature. Frequent seminal emissions 
and ‘‘hair trigger’’ ejaculations are 
common, many being painful. 
BLOODY EJACULATIONS ARE 
PATHOGNOMONIC OF VESICU- 
LAR INVOLVEMENT. Varying de- 
grees of potency and impotency may 
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Figure 3—Illustration of the segmental 
areas to which pain is referred in dis- 
ease of the various male pelvic viscera. 
In the anterior view D10 should be illu- 
strated at a higher level than D11. 






Pain experienced in the flanks, epigas- 
trium, upper abdominal quadrants, lower 
abdominal quadrants and suprapubic re- 
gion as a result of infection in the sem- 


inal vesicles, prostate and adjacent 
structures is thus explained. Also ex- 
plained are the aches and pains of the 
groins, buttocks, perineum and lower 
extremities, along with the paresthesias 
and itching sensations around the rec- 
tum and other areas of referred sensa- 
tion. It is easy to see how in the pres- 
ence of such symptoms the diagnoses of 
acute appendicitis, kidney disease, ure- 
teral disease, gall bladder disease, gas- 
trointestinal disease and others could er- 
roneously be made by those who do not 
understand the symptom complex of 
seminal vesiculitis and who fail because 
of lack of thought to perform proper rec- 
tal examination and relatively simple lab- 
oratory procedures which would lead 
them to correct diagnosis. 


DECEMBER, 1950 


develop and erections may be pain- 
ful and frequent. The libido varies. 
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Renal colic is an infrequent ob- 
servation. This stems from perivesi- 
culitis which involves the periuret- 
eral tissues and at times the entire 
wall of the ureter itself. 


Recurrent epididymitis usually in- 
dicates chronic infection in the semi- 
nal vesicles. Varying degrees of 
funiculitis may be experienced. 


Functional nervous disorders often 
occur in association with prostato- 
vesiculitis. Headaches and dizziness 
are frequent complaints. Neurasthe- 
nia develops in a susceptible indi- 
vidual who has concentrated his 
attentions on his symptoms which 
have persisted despite varying 
types of treatment. Rheumatic 
manifestations and other conditions 
which are thought to be related to 
focal infection (e.g. iritis) may be 
due to persistent infection in the 
seminal vesicles. 


It is obvious that a very signifi- 
cant symptom has yet to be consid- 
ered. Its importance must be em- 
phasized because of all the symp- 
toms it is the one that is apt to lead 
the unwary examiner astray. It is 
called PAIN. Since it has been shown 
that any significant infectuous proc- 
ess within or around the vesicles 
would most likely affect in some de- 
gree the contiguous structures, it is 
clear that consideration of pain re- 
sulting from infection of the semin- 
al vesicle cannot be divorced from 
a consideration of pain resulting 
from co-existing involvement of the 
adjacent structures. A dull ache or 
pain in the perineum is evidence of 
congestion due to a prostato-vesicu- 
litis. This is characteristic of true 
visceral pain which is diffuse, poorly 
localized and frequently of a dull 
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boring nature. In addition to this vis- 
ceral type of pain, which along with 
some tenderness is frequently felt in 
the tissues overlying a diseased vis- 
cus, there is also referred pain. 
Head mapped out the segmental dis- 
tribution of cutaneous nerves respon- 
sible for paresthesias in disease 
states and thus supported the con- 
cept of referred pain (a given spinal 
segment providing autonomic nerve 
fibers to a visceral area and somat- 
ic nerves to a given skin area) 
brought forth by Mackenzie. 


In this way spontaneous pain (in- 
cluding muscle pain and spasm) in 
superficial structures distant from 
the diseased site is explained. The 
accompanying table shows the seg- 
mental areas to which pain is re- 
ferred in disease of the various male 
pelvic viscera (according to Head) 


Diagnosis 
History and Physical Examination 


—This portion has been discussed 
during the consideration of symp- 
toms. I should like to emphasize, 
however, that rectal examination 
should always be done with the pa- 
tient in the knee-chest position and 
the approach on the part of the ex- 
aminer should be a gentle one. The 
examiner should note the size, dis- 
tention, induration, tenderness, peri- 
vesicular scarring and thickening 
and degree of emptying on stripping. 
A normal vesicle may be palpable 
but usually is not. 


y a: 


re 


Figure 4 — Normal vesiculograms: A 
demonstrates that obtained by injection 
of the ejaculatory duct with a suitable 
opaque material while B is the result ob- 
tained by injection thru the scrotal vas. 


Microscopic examination of Ex- 
pressed Secretions.—Conclusive ev- 
dence of seminal vesiculitis is usu 
ally given by laboratory methods. 
Pure unmixed secretions of the 
seminal vesicles can be obtained 
only by catheterization of the ejacu: 
latory ducts. In the expressed secre- 
tions the more solid portion is from 
the vesicle. Chronic infected vesicu- 
lar fluid contains thick mucus with 
pus, red blood cells, bacteria, degen- 
erating epithelial cells and sperms 
in varying states of motility. Strip- 
ping of an acutely inflamed vesicle 
should never be done. One must re- 
member also that initial massage 
may yield a pus-free secretion be- 
cause of plugging of either the ejacu- 
latory ducts or involved prostatic 
ducts. 


SEGMENTAL AREAS TO WHICH PAIN IS REFERRED 


Male Pelvic Viscera 
Ureter 
Testis 
Epididymis 
Bladder 
Prostate 
Seminal vesicle 


Area of referred pain 
D 11, D 22, Li 1 


Dil, Dil 
D11,DR,LLS 
D10,D11,S81,5 
D 11. D 12 
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The urine may be clear or may 
contain varying amounts of pus cells 
and red blood cells. This depends on 
the severity of the disease, number 
and kind of associated lesions and 
the condition of the ejaculatory and 
prostatic ducts. 


Also to be remembered is the fact 
that the seminal vesicles secrete a 
fluid which contains globulins, nu- 
cleoproteins and albumoses. These 
proteins are occasionally mixed with 
the urine because of continuous 
secretion into the posterior urethra 
and bladder during peristaltic 
waves. An ordinary nitric acid ring 
test of such urine will give a positive 
reaction which is frequently incor- 
rectly interpreted as a albuminuria 
of renal origin. This ‘‘albuminuria’’ 
is in reality a globulinuria and is 
frequently present in chronic vesi- 
culitis. This pitfall in diagnosis may 
be avoided by obtaining urine for 
laboratory examination from the 
renal pelves. 


Endoscopy.—This should never be 
performed during the acute phase of 
the infection. Since the posterior 
urethra is almost always involved in 
the process when there is an infec- 
tion in the seminal vesicles one may 
visualize a reddened granular mu- 
cosa which may present a shaggy 
exudate or inflammatory polyposis. 
The colliculus seminalis shares in 
the process and has therefore often 
been called the mirror of the seminal 
vesicle. Trigonitis and cystitis may 
also be present. Pus exuding from 
the ejaculatory ducts is pathogno- 
monic of seminal vesiculitis. 


Vesiculography. — The value of 
this procedure is limited. It may be 
performed by injection of the ejacu- 
latory ducts or by injection through 
a vasotomy incision in the scrotal 
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portion of the vas deferens. (Fig. 4) 
Its main value seems to be the de- 
termination if stricture along the 
duct system exists and at times to 
determine the degree of involvement 
of the seminal vesicles. 


For practical purposes the diag- 
nosis of seminal vesiculitis or pros- 
tato-vesiculitis is usually made from 
the positive observations by palpa- 
tion of the prostate and vesicles in 
the course of rectal examination and 
microscopic examination of the ex- 
pressed secretions. The history of 
bloody ejaculations and the observa- 
tion of pus exuding from the ejac- 
ulatory ducts offer pathognomonic 
evidence of the disease. Investiga- 
tion of other organs and systems 
should be carried out as indicated 
(urography, cholecystography) so 
that possible concurrent disease be 
not overlooked. 


The treatment of vesiculitis in 
either the chronic acute form can- 
not be dissociated from the treat- 
ment of any associated lesion along 
the genital or lower urinary tract 
(e.g., prostatitis, urethral stricture, 
etc.). In the chronic phase of the 
disease the most effective treatment 
seems to be proper massage of the 
prostate and vesicles. It must be 
emphasized that massage must in- 
clude the seminal vesicles since mas- 
sage of the prostate alone will never 
effect a ‘‘cure’’. With subsidence of 
symptoms and clearing of pus from 
the expressed secretions, massage 
may be discontinued. A _ repeat 
course may be necessary in six to 
eight weeks. 


The use of hot sitz baths three 
or four times a day (one-half hour 
per sitting), is an invaluable ad- 
junct to the treatment. This, of 
course, is not practical in most in- 


235 





ORIGINAL ARTICLES 


stances where the patient is engaged 
in making a living. However, a long 
hot bath just before retiring at night 
offers the patient many advantages. 


The value of chemotherapeutic 
agents and antibiotics seems to lie 
in their ability to control acute and 
subacute episodes, although their 
use does seem to hasten the disap- 
pearance of pus from the expressed 
secretions (in chronic cases). 


All foci of infection should be elim- 
inated as completely as possible and 
any urethral strictures or infiltra- 
tions should receive adequate dila- 
tation. 


The author has found that the use 
of sedatives and antispasmotics in 
the chronic cases and in those with 
the usual associated posterior ure- 
thritis and trigonitis affords the pa- 
tients some degree of comfort. 


In the acute and subacute cases 
there should be no digital manipu- 
lation of the prostate or vesicles. 
Instrumentation through the urethra 
is contraindicated except in acute 
urinary retention when a small rub- 
ber catheter may be passed into the 
bladder. The patient should be kept 
in bed and should be given sulfadi- 
azine, penicillin, streptomycin or 
other agents either singly or in com- 
bination. For practical purposes a 
combination of penicillin and sul- 
fadiazine is given first and the re- 
sults are noted. When it is possible 
to do so, a culture of any discharge 
from the external urethral meatus 
and a culture of the urine should 
be done before any drugs are ad- 
ministered to the patient. Any or- 
ganisms that might grow are tested 
for sensitivity to streptomycin, au- 
reomycin, chloramphenicol and ter- 
ramycin. If there is no response to 
the original therapy, the agent most 
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effective aginst the invading organ- 
ism is then used. 


Hot rectal douches are adminis- 
tered in the acute episodes and offer 
a great measure of relief from pain. 


It is obvious that in the acute 
episodes that all sexual contact 
should be avoided and all alcholic 
beverages should be eliminated from 
the fluid intake. This is also true of 
the chronic case under active treat- 
ment (during administration of an- 
tibiotics and chemotherapuetic 
agents). Alcohol is a definite irri- 
tant to the prostate as it is actively 
secreted by cells lining the acini. 


An acute infection may subside 
completely or may pass into a chron- 
ic phase. In the latter instance the 
physician should make every at- 
tempt to establish a proper attitude 
in the patient towards the disease. 
The recurrent character of this type 
of infection should be explained and 
the patient should be instructed to 
return for additional treatment if 
symptoms recur. He should be re- 
assured that the non-specific chron- 
ic type of this disease cannot be 
passed on to the mate during mar- 
ital intercourse. 


This disease is probably not cur- 
able by present means of therapy 
and the reasonable plan seems to 
be to keep the pus in the secretions 
and the symptoms to a minimum. 

Surgery is rarely, if ever, indi- 
cated in this disease. 


Report of Cases 


Three cases, the point 
evident, will be cited. 


Case 1. — M.L., aged 34, admitted 
to V.A. Hospital, Brooklyn com- 
plaining of severe lower abdominal 
pain, tenderness in both lower quad- 
rants and partial urinary retention. 


in each 
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‘Temperature was 102. Examination 
‘evealed an acute prostato-vesicu- 
litis. He had been treated for pros- 
‘atitis for two years with massage 
of the prostate alone and had very 
ittle relief from his symptoms which 
ncluded recurrent lower abdominal 
ind low back pain. There was also 
i history of diminished libido and 
»ainful ejaculations. The patient was 
‘reated on this present occasion with 
hot rectal douches; bed rest; chemo- 
therapuetic agents and antibiotics; 
sedatives. After the acute episode 
gentle massage of the prostate and 
seminal vesicles was carried out. 
After two months the patient was 
almost completely free of symptoms 
and most appreciative for his feel- 
ing of well-being for the first time 
in over two years. 


Case 2. — M.R., aged 23, com- 
plained of bilateral flank pain, low- 
er abdominal pain, ‘aching joints’, 
nervousness for about four months. 
Urine and urograms were normal, 
as were gall bladder series and gas- 
tro-intestinal work-up. He was di- 
agnosed as a psychoneurotic. The 
diagnosis after consultation was 


seminal-vesiculitis, bilateral. Treat- 
ment included massage of prostate 
and seminal vesicles, chemothera- 
puetics and antibiotics, hot sitz 
baths. There was marked relief of 
symptoms within a week and al- 
most complete disappearance of 
them within two. 


Case 3. — J.G., aged 25, gave a 
two years history of dysuria, and 
passage of bloody shreds on nu- 
merous occasions. He also com- 
plained of L.U.Q. and left flank pain. 
A left nephrectomy had been per- 
iormed and the patient was told that 
ke had a hematoma of the kidney, 
although injury or gross hematuria 
had not been experienced. No relief 
ct symptoms followed the operation. 
The diagnosis after consultation was 
prostato-vesiculitis, more severe on 
the left side. Treatment with chemo- 
therapy, antibiotics, massage and 
hot sitz baths resulted in cessation 
of pain within 10 days and clearing 
of secretions within three weeks. 
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SIDE GLANCES at the HISTORY OF MEDICINE 


CATARACT 


Already Hieronymous Mercurialis (1530-1606), Professor of 
Medicine at Padua, Italy, had stated that if a cataract cannot be 
‘dissolved’ by medical means it should be operated on. The 
pathological nature of cataract was first recognized by the 
French physician Antoine Maitre-Jan. The first surgical extrac- 
tion of a cataract was also performed by a Frenchman, Jacques 
Daviel (1696-1761). This operation, therefore, for a long time 
had been known as Daviel’s overation. It may be worthwhile 
mentioning that cataract as an industrial disease in glass- 
blowers was first described by J. Hirschberg in Germany in 
1898. 
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Diseases of the Nails 


EUGENE S. BERESTON, M.D., M.Sc., (Med.) F.A.C.P. 
Baltimore, Maryland 


The nails have long been a sadly 
neglected part of the average phy- 
sicians physical examination yet a 
wide variety of systemic diseases 
have characteristic nail changes 
which may be of help in establishing 
the correct diagnosis. 


The nails themselves are often the 
site of abnormalities due to trauma, 
infection or contact sensitivity. Die- 
tary deficiency, endocrine changes, 
chronic poisoning, drug reactions, 
circulatory and degenerative diseas- 
es, excessive x-ray exposure, var- 
ious chronic dermatoses all cause 
abnormalities of the nails. Frequent- 
ly the nails may be involved pri- 
marily as in congenital dystrophies, 
paronychia, onychia and tumors in 
and around the nail and nail ma- 
trix. Industrial chemicals, nail pol- 
ish undercoats, strong alkalis such 
as soap may all play a part in 
creating changes in nail growth, ap- 
pearance and color. 


Congenital nail changes are rare 
and may consist of anonychia (ab- 
sence) in ichthyosis, macronychia 
(large) in acromegaly and clubbing. 
Micronychia is rarely seen. In con- 
genital ectodermal defects pachy- 
onychia congenital (thickening) is 
sometimes seen. Onychohetertopia 
is the name applied to nails present 
in abnormal locations. 


X-ray radiation in individuals ex- 
posed over long periods of time may 
first produce longitudinal splitting, 
discoloration, softening or atrophy, 
later hyperkeratosis of periungual 
skin occurs, transverse ridging, loss 
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of nails, and later carcinomatous 
degeneration. 


Trauma may lead to leuconychia 
(white streaks) or to koilonychia 
(spoon shaped) or nails may shed 
(onycholysis). Ingrown toe nails are 
caused by trauma of tight shoes. 


Allergic reactions in the nails to 
external contacts may be of two 
types primary irritant such as 
soaps, alkalis, acids or solvents or 
changes due to allergy may be due 
to sensitivity to nail polish under- 
coats or chemicals. The primary ir- 
ritants cause the nails to soften and 
erode and irritate the matrix. The 
allergic reaction may consist of ridg- 
ing, leuconychia or nail plate de- 
struction and involvement of ad- 
jacent soft tissues. 


Fungi may invade the nails and 
matrixes destroying nail plates, lim- 
iting nail growth and serving as a 
focus for spread of fungus material 
to the skin. Nail structure may be 
so changed as to be incapacitating. 
The fungi may belong to Can- 
dida, Trichophyton, Epidermophy- 
ton, Penicillium or to the Aspergilli. 
Those people whose hands are often 
in water are most prone to develop 
onychomycosis. The nail plates be- 
come brittle thickened, striated, 
and crumble in the distal portions. 
Fungi can be found on scrapings 
and can be cultured. 


Nutritional deficiencies may be a 
cause of nail changes. In hypo- 
chromic anemia and in Plummer- 
Vinson syndrome spoon shaped nails 
are seen (koilonychia). In Vitamin 
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A deficiencies egg shell nail is some- 
times seen. In iron deficiency states 
the nails may be brittle and thin or 
may be loose and shed. Beau’s lines 
(transverse ridges) may be seen in 
nutritional states. 


Psoriasis may in some instances 
cause desquamation of the nails in 
early stages and later onycholysis, 
fragmentation and thickening of the 
nails may take place with deform- 
ities of the nails. The changes occur 
at the distal portions and spread 
proximally. Ridging of the nails is 
also observed in psoriasis as well 
as subungual hyperkeratosis. 


Punctate erosions or pin point de- 
pressions are sometimes seen in the 
nail plates of patients with psoria- 
sis. In other dermatoses nail chang- 
es are occasionally seen. In exfol- 
iative dermatitis complete loss of 
the nails (onychomadesis) may oc- 
cur. Drug reactions may be factors 
in some cases of this type. In epi- 
dermolysis bullosa the nails show 
atrophy, shortening and are repeat- 
edly lost, the regrown nails being 
smaller each time until no nails are 
left at all. In Darier’s disease friabil- 
ity, splitting and longitudinal ridg- 
ing may be present in the nails. 
In acrodermatitis chronica atro- 
phicans the nails are ridged, friable 
and later are lost. In alopecia areata 
friability, thinning and loss of nails 
with regrowth may occur. In eczema 
various changes may occur from 
mild deformity to complete loss of 
the nails. Pyococcal paronychia oc- 
cur frequently in eczema. Crum- 
bling, scaling and lamination may 
be seen in eczema. 


Endocrine disturbances being sys- 
temic in their effects often involve 
the nails. In hyperthyroidism 
atrophy of nails is seen with eleva- 
tion of the nail plates and ridging. 
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Occasionally koilonychia is seen. In 
hypothyroidism brittleness, slow 
growth, koilonychia and onycholysis 
may be observed. In gonadal hor- 
mone deficient states and in hypo- 
pituitary syndromes there is often 
atrophy of the nails. In parathyroid 
insufficiency atrophy, deformities 
and erosions of the nail plates are 
seen. 

In acromegaly and in other endo- 
crine disturbances onychogryposis 
or claw nails may occur. 


In rheumatoid arthritis the nails 
may show longitudinal striations and 
ridges (onychorrhexis). Dryness and 
brittleness of nail plates also is fre- 
quently seen and onycholysis and 
subungual hyperkeratosis occasion- 
ally occurs. Onychogryposis and dis- 
coloration of the nails may also oc- 
cur. 

In chronic diseases of the circula- 
tory and pulmonary systems Hippo- 
cratic nails are seen. The finger tips 
are clubbed and the nail plate is 
curved. 

Tumors of the nail matrix and ad- 
jacent skin may occur. Melanoma 
of the matrix or nail folds is rare. 
Epitheliomas of the paronychial re- 
gion in old keratoses or in radioder- 
matitis may be seen. Fibromas, ver- 
rucae, clavus and exostosis may oc- 
cur beneath or adjacent to the nail 
plates leading to deformities. Chon- 
dromas of the terminal phalanges, 
angiomas and glomus tumors may 
arise beneath the nail with bluish or 
reddish discoloration. 


In vascular diseases two types of 
changes are seen. In (1) vasospastic 
conditions a pterygium appears in 
which the cuticle grows out wider 
and the nail fold thins out. This is 
seen in Raynaud’s disease and in 
acrosclerosis. Following sympathec- 
tomy in Raynaud’s disease the 
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pterygium disappears. In (2) organic 
arterial disease the ischemia of 
Buerger’s disease or arteriosclerosis 
causes slowing of linear growth, 
thickening and discoloration of the 
nail plates followed by deformity 
such as onychogryposis. Improve- 
ment of circulation can be measured 
by improvement of these nail 
changes. 


Finally it can be stated that the 
nails are an important guide in ordi- 
nary physical examinations. They 
may reveal changes which will con- 
firm systemic disease or may point 
to systemic diseases as yet undiag- 
nosed. 
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SIDE GLANCES at the HISTORY OF MEDICINE 
INTERVERTEBRAL DISC 


It appears that one of the first drawings of a ruptured inter- 
vertebral disk has been found in ‘‘Observations on Injuries of the 
Spine and of the Thigh Bone’’ London. Thomas Tegg. 1824, by 


C. Bell. 


While Goldwaithe, Middleton and Teacher are credited 


with the first pathologic description of posterior herniation of the 
intervertebral disk into the spinal canal was found. 

presented the first clinical case of invertebral disk herniation. 
Oppenheim and Krause, even two years earlier, had published a 
report of an operation on a patient in whom a protrusion of an 
intervertebral disk into the spinal canal was found. 
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CASE PRESENTATION 


Diastolic Blood Pressure: 0 


Case of a 43 year old male. The 
family history is essentially nega- 
tive. The father is alive and well 
with 72; the mother died of cancer 
of the uterus at age 60; one brother 
50, and five sisters, ranging from 32 
to 48 years of age, are in good 
health. The patient had the usual 
childhood diseases, but was never 
seriously ill. In spring 1945 he passed 
an A-1 physical examination for in- 
duction into the army. His only com- 
plaint is that he was feeling tired 
during the past year. The patient is 
5’8” tall and weighs 154 pounds. The 
pulse rate is 82 and regular. Heart, 
lungs, gastrointestinal system, urin- 
ary genital system and nervous 
system do not reveal any pathology. 
The laboratory findings were all 
within the normal limits. The only 
conspicuous abnormality was the 
blood pressure. The first reading 
was 103 auscultatory systolic and O 
auscultatory diastolic, V phase; the 
second reading after 10 minutes was 
106/0 and the third reading after 30 
minutes, 100/0. The fluoroscopic pic- 
ture of the heart was normal. An 
electrocardiogram could not be per- 
formed as the patient refused to 
stay. 

The staff was of the (tentative) 
opinion that the differential diagno- 
sis would lie between the symptom 
described by Wilburne and _ func- 
tional aortic insufficiency. E. Wil- 
burne (Transient 0 diastolic brach- 
ial pressure (indirect) associated 
with normal or elevated popliteal 
pressure, tachycardia and nervous 
tension, Am. Heart J. 30:381, Oct. 
1945) observed in the course of rou- 
tine examinations of men for induc- 
tion into the armed forces a hitherto 
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undescribed cardiovascular’ syn- 
drome in examinees exhibiting nerv- 
ous tension. The syndrome was char- 
acterized by transient 0 diastolic 
brachial pressure and normal or 
elevated popliteal pressure. Follow- 
ing rest periods up to 90 minutes the 
diastolic pressure rose. According to 
the author these cases do not repre- 
sent functional aortic insufficiency, 
because an aortic diastolic murmur 
was absent and a brachial systolic 
pressure of 0 is generally not found 
in functional aortic insufficiency; 
furthermore the diastolic pressure 
in the lower extremities did not show 
a corresponding change. 


In the discussion it was pointed to 
a recent note in Queries and Minor 
Notes (J.A.M.A., 6:512, Oct. 7, 1950) 
on the same subject. The answer 
stressed that ‘‘on occasion, particu- 
larly in youth, there is so much peri- 
pheral vasodilatation due to the ef- 
fect of heat, excitement, exercise or 
other causes that the auscultatory 
readings of the blood pressure may 
give a diastolic level down to zero.”’ 
The general opinion was that the 
patient’s complaint of increasing 
fatigue was a reaction to an emo- 
tional imbalance which also came to 
the fore when he refused to complete 
the examination; he appeared irrit- 
able and not well adjusted. There- 
fore, and because of other negative 
findings, the diagnosis of functional 
aortic insufficiency could be dis- 
missed and a tentative diagnosis of 
Wilburne’s syndrome could _ be 
made. There was an agreement, 
however, that a final diagnosis could 
be only made after doing an elec- 
trocardiogram, checking the blood 
pressure in various _ situations, 
especially after complete rest and 
after exposure to cold. 





Whooping Cough 


A follow-up report of thirty-five 
children of average health. Ages at 
the onset of pertussis varied from 
twenty-four days to twenty-three 
months. Twenty-three had uncompli- 
cated whooping cough on admission, 
eight had complicating pneumonia, 
four had complicating encephalopa- 
thy and one had both pneumonia 
and encephalopathy. Of this group 
twenty-six had developed normally. 
Fourteen had reached school age 
and were doing average work or 
better. Twelve children were be- 
tween three and six years, one was 
anxious, one was stubborn, one had 
temper tantrums, unobjective exam- 
ination nine of the thirty-five chil- 
dren had evidence of more pro- 
longed intellectual and emotional 
difficulties. One in six seemed suf- 
ficiently severe and persistent to 
compromise their competitive stat- 
us. Two were feeble-minded and one 
had also epilepsy. A finding of six 
non-competent persons out of thirty- 
five cases seemed to indicate that 
pertussis early in life must be con- 
sidered an important threat to com- 
petence. (R. K. Byers and N. D. 
Rizzo. New Engl. J. Med. 242:887, 
June 8, 1950) 


Dorsal Spine Radiculitis 


Following complaints were record- 
ed: shortness of breath, inability to 
breathe, choking sensation. Most pa- 
tients show no increase in respira- 
tory rate. Osteoarthritic spurs on the 
vertebrae are common observations. 
Spasms of chest wall muscles are 
frequent. Symptoms (pain) are 
more apt to appear at rest in bed. 
Cardiac asthma and psychoneuro- 
sis are essential in differential diag- 
nosis. (D. Davis. Ann. Int. Med. 
5:954, May 1950) 
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Stenosing Tendovaginitis 







The classic picture described by 











































DeQuervain consists of pain radiai- Tl 
ing from the radial styloid process § ally 
down the thumb and up the fore- § fer 
arm, slight swelling in the region §im ' 
of the tendon sheath, pain on move- § &ffe 
ment of thumb and wrist and in-§™@ 
ability to grasp objects firmly. Com- om 
mon disorder, yet frequently unrec- witl 
ognized; painful and disabling when — 
neglected. Conservative treatment is 0 
often unsuccessful; surgical treat- a 
ment is simple and recommended in § jr, 
all cases. (L. F. Miller. Indust. Med. § .iq, 
& Surg., 10:465, October, 1950) pos 
Achilles Tendon Reflex 7 
A survey of tendon reflexes in 750 dec 
men and 750 women, examined at es 
the Psychiatric-Neurological Clinic low 
of the University of Munster, Ger- the 
many, showed absence or consider- ing 
able diminution of the Achilles ten- Di: 
don reflexes in 114 cases. Neuritis 
and polyneuritis, particularly scia- H 
tica caused half of these areflexias. 
Neuritis due to neo-arsphenamine 
prompted 9 per cent of inelicitibility § les 
of these reflexes. From his own ex- § ™ 
periences and a review of the litera- be 
ture the author concludes that the §™' 
unilateral as well as the bilateral 9° 
loss of the Achilles tendon reflex e 
points under all circumstances to an - 
organic pathological condition. The : 
possibility of a constitutional are- to 
flexia for the Achilles tendon reflex § 4; 
alone, is rejected. Many diseases § ;. 
may be responsible; yet, the author § Jo 





stresses that seronegative syphilis 
and the early stage of a progressive 
degenerative process of the central 
nervous system should be borne in 
mind. (J. Koehne. Med. Klin. 46: 
1473, 1949) 
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Menstrual Cycle and Gonococci 


The postmenstrual phase is gener- 
ally considered the most favorable 
for the demonstration of gonococci 
in the cervix. Authors studied the 
effect of the different phases of the 
menstrual cycle in analysing 807 
smears of 343 hospitalized persons 
with the diagnosis of gonorrheal cer- 
vicitis. No significant variation of 
positive cultures in relation to the 
day of the menstrual cycle was 
found, the incidence of positive cul- 
tures varying only slightly on either 
side of 69.4%. Some variations in 
positive smears were observed. The 
positive smears (59.6%) were high- 
est during menstruation. Significant 
decreases in the number of positive 
smears were obtained during the lu- 
teal and premenstrual phases, the 
lowest (36.4%) being observed with 
the latter. (T. Putkonen and K. Ebel- 
ing—Finland—The J. of Venereal 
Dis. Inf. 10:263, Oct. 1950). 


Hematuria 


Even if in the pyelogram definite 
lesions can not be seen, hematuria 
may be a very ominous sign; it may 
be caused by blood dyscrasias, neph- 
ritis, early stages of malignant 
growths, infections, small angiomas 
or varices; carbon tetrachloride 
may be a causative agent. Chronic 
papillitis also should be borne in 
mind. Author’s five cases were due 
to a small ulcer, prothrombin de- 
ficiency, amebiasis, and carbontet- 
rachloride intoxication. (J. A. Tay- 
lor, J. Urol. 63:997, 1950) 
Diagnostic Suggestions 


Hypertension 


‘Hypertension is one of the com- 
monest disorders of civilized life and 


DECEMBER, 1950 


results in the greatest burden of car- 
diovascular disease .... The early 
symptoms of hypertension are fre- 
quently exactly those of psychoneu- 
rosis (D. Ayman. Oxford Univ. Press 
1948). Emotional stress often seems 
to precede the onset of hypertension 
and anxiety bears a close relation- 
ship to the aggravation of existing 
symptoms in hypertension. Cardio- 
vascular accidents frequently follow 
emotional traumatic experiences... 
elevation of blood pressure seems 
responsible for the so called typical 
hypertension headache (dull ache to 
severe pounding distress in the cer- 
vico-occipital region, on awaken- 
ing—T. C. Janeway. Arch. Int. Med. 
12:755, Dec. 1913) . . However, the 
vast majority of peculiar head sen- 
sations and discomforts often desig- 
nated as headache cannot be related 
with the blood pressure level itself. 
Here the emotional factor is directly 
related to the peculiar head sensa- 
tions . . . . The symptom of vertigo 
which occurs in a great many in- 
stances with the head sensations... 
frequently in association with ring- 
ing in the ears and sometimes with 
numbness and tingling of the ex- 
tremities, is a result of psychic 
stress ... . One of the commonest 
causes of fatigue (often a prominent 
part in the clinical picture) is emo- 
tional conflict, which steals energy 
then not available for useful pur- 
poses .... All varieties of charac- 
ter and neurotic disturbances occur 
in hypertensive individuals, but 
most often the disorder seems to ap- 
pear in people with compulsive char- 
acters. Therefore, inhibited aggres- 
sion seems to bear a definite rela- 
tionship to hypertension.”’ (E. 
Weiss; J. Jaffe; H. Keith Fischer. 
Am. J. Psychiat. 4:246, Oc- 
tober, 1950) 
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THERAPEUTIC SUGGESTIONS 


Ophthalmia Neonatorum 


While the author states that of all 
antibiotics penicillin has proved to 
be the most effective one in the 
treatment and prophylaxis of oph- 
thalmia neonatorum, he emphasizes 
that no suitable substitute for silver 
nitrate as prophylactic agent has 
been found. (W. L. Benedict. J. 
Michigan Med. Soc. 49:560, May 
1950). A somewhat different opinion 
was recently published by S. G. 
Watts and M. M, Gleich (J.A.M.A. 
7:653, June 17, 1950) who compcred 
penicillin with silver nitrate in the 
prevention of opthalmia neonatorum 
and come to the conclusion that peni- 
cillin eliminates opthalmia neonator- 
um and that it reduces other neonatal 
complications. 


Venereal Diseases 


Early syphilis: procaine penicil- 
lin in oil with 2 per cent aluminum 
monostearate; preferred to arsenic 
and bismuth treatment because of 
less toxic effects. One-injection pen- 
icillin schedules, 4-8 cc. have showed 
encouraging results, but not enough 
follow-up time has elapsed to eval- 
uate this treatment properly. Oral 
aureomycin is expensive, consider- 
ably toxic and requires a treatment 
of at least 8 days. The treatment for 
latent syphilis is identical with that 
of early syphilis. Neurosyphilis: 
penicillin, 4 to 6 million units given 
over a period of 15 days. Gonorrhea: 
repository penicillin in a single dose 
of 300,000 units; or 1 gm. of strep- 
tomycin or aureomycin by injection. 
Chancroid: sulfonamides 1 gm. 4 
times daily for one week; dihydro- 
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streptomycin, 5 gms. in a single in- 
jection; aureomycin, 0.5 gm. every 
4 hours for 4 days. Granuloma in- 
guinale: aureomycin, 30-60 mg. /kg / 
day divided into 6 four hourly doses 
for 12 days; di-hydrostreptomycin, 
20-30 grams in 5 to 7 days. Lym- 
phogranuloma Venereum: §sulfona- 
mides. (S. Olansky; G. S. Landman. 
Med. Ann. Dist. Col. 9:491, Sept 
1950). 


A'lergic Ocular Conditions 


Report on 78 patients with opthal- 
mic conditions of allergic etiology 
embraced by the five classifica- 
tions: allergic conjunctivitis in hay 
fever; allergic conjunctivitis, iritis 
and keratitis in cases of hay fever 
and other allergens; allergic con- 
junctivitis, blepharitis and keratitis 
with allergens other than the pol- 
lens; vernal conjuctivitis; and aller- 
gic palpebral dermatitis and urti- 
caria. Author administered Antistine 
solution (antistine hydrochloride in 
0.5% concentration with ph of 6.9 in 
an isotonic buffered solution) 
and Antistine ophthalmic ointment 
(0.25% concentration with a petro- 
latum base); furthermore, Histady] 
hydrochloride (thenylpyramine hy- 
drochloride in 0.5% solution and in 
0.5% and 1% ointment). The author 
comes to the conclusion that ‘‘Antis- 
tine ophthalmic solution and oint- 
ment locally employed are of de- 
cided symptomatic palliative value 
in the ocular allergies and in symp- 
tomatic ocular itching of other ori- 
gin. Histadyl hydrochloride in solu- 
tion and ointment used in seven 
cases was found to be less effective 
than Antistine.’’ (P. Hurwitz. Illinois 
Med. J. Aug. 1950. No. 2) 
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Syphilis: Allergic Reactions 
to Penicillin 

Author treated three patients who 
previously had displayed allergic re- 
actions to penicillin, with Decapryn- 
penicillin. In Decapryn-penicillin, to 
100,000 unit of penicillin 5 mg. of 
Decapryn succinate are added and 
the compound is dissolved in normal 
saline solution. All three patients re- 
ceived 9,000,000 units without un- 
toward reaction and with satisfac- 
tory therapeutic response. (S. Wm. 
Simon. Ann. Allergy, 8:194, March- 
April 1950) 


Multiple Sclerosis 

A group of 42 patients with multi- 
ple sclerosis was treated intensively 
with tetraethylammonium chloride 
in the hospital for three weeks. At 
the end of this period, among 466 
pathologic findings, there were 69 


signs of improvement in 32 patients, 
and 39 signs of regression in 20 pa- 
tients. At this time 23 of these pa- 


tients were subjectively improved 
and 1 felt worse. The condition of 
the others was unchanged. A long 
term personal followup study of 23 
of the original 42 patients for three 
to thirty months of treatment re- 
vealed that of 265 pathologic signs, 
66 improved, in 21 patients, where- 
as 58 regressed, in 18 patients. In 
this group, 8 patients were subjec- 
tively improved, 5 felt worse, and 10 
noted no change. Of 8 other patients 
who continued to receive treatment 
and were followed only by letter, 3 
reported that they were better, 2 
were worse and 3 unchanged. Thus 
of 31 patients, 11 felt better and 7 
felt worse. (Tetraethylammonium 
chloride may be given intravenously 
not exceeding 7 mg. per kg of body 
weight). H. Arkin, I. C. Sherman and 
S. L. Weinberg, Arch. Neurol. & 
Psychiat. 4:536 Oct. 1950. 
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Typhoid Fever 


On the basis of his own experi- 
ence and review of the literature 
author comes to the conclusion that 
Chloromycetin constitutes the best 
treatment for typhoid and para- 
typhoid fevers. The dose recom- 
mended in average cases is 50 mg. 
per Kg. body weight, to be admini- 
stered orally in 3 doses at intervals 
of one hour followed by doses of 25 
centigrams every 3 hours at first 
than every 4 hours until patient re- 
mains without fever for 5 days. 
Chloromycetin does not seem to cre- 
ate resistant strains; no evidence of 
toxicity could be observed. It should 
be given early in the disease. In 
classic complications it may _ be 
combined with penicillin or strep- 
tomycin. (E. Glorieux. Ars Medica, 
5:372, May 1950) 


Dicumarol 


A case of dicumarol fatality is pre- 
sented which ‘“‘illustrates the disas- 
trous complications of the drug in 
spite of control at recommended 
therapeutic levels in an elderly pa- 
tient with severe hypertensive and 
arteriosclerotic cardiovascular dis- 
ease. . . . ‘‘While the mechanism is 
bleeding in dicumarol poisoning is 
unknown and while severe hyperten- 
sion and arteriosclerosis cardiovas- 
cular disease does not primarily 
manifest itself by bleeding, it is sup- 
posed that in some way the pres- 
ence of severe hypertension and 
arteriosclerosis impairs the endothe- 
lial continuity of the vacular tree 
with resultant increased diapedesis 
when dicumarol is present. (Rose 
London, Circulation, 1:1205 May 
1950) 
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BOOK REVIEWS 


Principles and Practice of Surgery 


By Jacob K. Berman. P. M.D. The C. V. Mosby Company, St. Louis, 1950. Cloth. 
1378 pages. 429 illustrations. Price $15. 








The author, Associate Professor of Surgery at the Indiana University School 
of Medicine, presents a book on a branch of medicine which he defines as 






























‘‘a system of knowledge made efficient by mental and physical skill.” (Hi 
A great advantage of this work appears to be that the author does not 
proceed headlong in medias res but that he first deals, at length, with the ghy 
basic principles on which the art of surgery could be developed. In Part I = 
pathological and pathophysiological classifications and methodology are er 
broached. In Part II the author advances systematically from the descrip- ws 
tion of tissue reactions, trauma and bacterial invasion, to ulcer, gangrene Ru 
and those various infectious diseases which may fall within, or border upon, -_ 
the sphere of the surgeon. The chapter on tuberculosis is particularly in- ba 
structive. This reviewer did not comprehend the reason, however, why mn 
syphilis, including neurosyphilis was put forward so extensively. Its con- tes 
nection with surgery appears to be quite loose and indirect. = 
Part III outlines the general reactions to injury; it concerns itself with pk 
constitutional problems, with water balance, with acidosis and alkalosis, he 
with physiology and pathology of hemorrhage, and with the varieties of ar 
shock. ac 
The special surgical section, which starts with Part IV, is initiated with pl 
a discussion on tumors and cysts. Considering the paramount importance di 
of this subject in surgery, relatively little space has been devoted to its ay 
interpretation. Yet, in the following parts which deal with diseases and re 
injuries of specific organs and systems, the topic of neoplasms is resumed. a 
It would lead too far, to depict in detail the diagnostic considerations, the b 
treatment methods, the techniques and the prognostic evaluations which the " 
author expounds, founding on rich experience and on an astonishing scope . 
of knowledge. It would be easy, of course, to take exceptions; for instance, 
that some chapters seem to be prepared with preference while others are Pp 
written in a more routine-like manner; that the chapter on historical data t 
is quite perfunctory and that the historical remarks in the following parts h 
are somewhat at random and incomplete; and that, above all, the author’s a 
opinions frequently are set forth in a peremptory fashion. This last objec- , 
tion, however, has been obviated by the author himself in his preface.in I 
which he states he would wish that the student ‘‘be spared the ordeal of , 


drifting aimlessly among the waves of conflicting opinion.’’ Yet, contro- 


versial opinions are the very humus on which the progress of medical art 
and science thrives. 






All in all, it is a masterly presentation and certainly more than a textbook 


for students. The general practitioner will derive great profit from reading 
it. 
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An Index of Tumor Chemotherapy 


By Helen M. Dyer, Biochemist, National Cancer Institute. Federal Security Agency, 
Public Health Service. Government Printing Office. 329 pages. Paper. 


The reason for reviewing this work is a twofold one: it reflects the scientific 
work done since the early part of the 19th century and it is a document of 
human perseverance, courage and imagination. The author quotes W. Waugh 
(Hemlock and Cancer. Virginia M. Semi-Monthly, 13:546, 1908-09) with right 
as a motto of this work: ‘‘The house of medicine swarms with unburied 
ghosts of countless therapeutic ideas which have been presented and, neither 
proved nor disproved, remain forever to perplex.’’ 2213 publications are 
recorded, prepared by English, American, French, German, Italian, Aus- 
trian, Swiss, Spanish, Portuguese, Belgian, Hungarian, Czecho-Slovakian, 
Rumanian, Dutch, Scandinavian, Russian, Chinese, Japanese and other 
investigators. Among unorganic compounds are listed: antimony, arsenic, 
barium, berillium, bismuth, chlorine, chromium, cobalt, fluorine, gold, 
iodine, lead, manganese, mercury phosphorus, selenium, sulphur, tin, tungs- 
ten, zinc and many others; among organic compounds: acetic acid, acethyl- 
choline, alcohol, amino-acids, cyanide, malonic acid, guanidine, lactic acid, 
oleic acid, pyruvic acid, urea, urethane, aniline, benzene, stilbamidine, 
phenanthrene, formaldehyde, chelidonium, colchiceine, emetine, ergotamine, 
hemlock, morphine, quinine, and many more; among antibiotics: penecillin 
and streptomycin; furthermore: trypan red, fuchsin, isamine blue, fatty 
acids, lecithin, nitrogen mustards, chaulmoogra oil, turpentine, foreign 
protein, peptone, nuclein; among vitamins: vitamin A, avidin, aminopterin, 
diopterin, teropterin, niacin, ascorbic acid, vitamin K; among radioactive 
agents: bismuth, gold, iodine, lead, manganese, phosphorus, zinc, radium, 
radon, thorium; among enzymes: amylase, trypsin, pepsin, pancreatin; 
among plant products: chlorophyll, wood resin, mistletoe extract, poke root, 
bitter wintergreen, mango tree; among hormones: adrenaline, insulin, prea- 
lobin, pituitrin, theelin, testosterone, progesterone; among venoms: cobra, 
rattlesnake, viper, bee, toad and wasp. 


These are quite incomplete and at random quotations; yet, they give a 
picture of the incessant and somewhat confusing efforts of medical men to 
tackle the problem of malignant growths. Again and again ‘cures’ of cancer 
have been announced of which the following quotations are just a few ex- 
amples: G. N. Hill. Case of malignant cancer in which iodine was admin- 
istered with powerful effects. Edinburg M. and S. J. 25:282, 1826; E. Seitz. 
Krebs durch Opium geheilt (cancer cured with opium), Deutsche Klin. 1:2, 
1849-50; A. Barbiere. Arsenico puro aplicato sul cancro quale agente 
terapeutico radicale di tale malattia. Gaz. med. di Milano 4:27, 1945 (pure 
arsenic as radical treatment for cancer); R. A. Goeth. Pancreatic treatment 
of cancer, with report of a cure, J.A.M.A. 48:1030, 1907; S. D. Herbin. La 
cura de cancro con la tripsina. L’Osp. di Palermo Boll. trimest. 1:41, 1908 
(cure of cancer with trypsin); Heller. Besserung eines Sarkoms mit Ehrlich- 
Hata 606, Allg. Med. Central-Zeit. (improvement of a sarcoma with Ehrlich- 
Hata 606); E. G. Kessler. Selen als Heilmittel bei Krebs. New Yorker med. 
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Monatsschr. 22:193, 1912 (Selen as cure in cancer); S. Dentici; A. Moratti 
and P. Pattarani. Il piombo colloidale nella cura dei tumori maligni. Tumori 
15:663, 1929 (the colloidal lead in the cure of malignant tumors); M. R. 
Gonsalez. Intravenous lugol solutions (iodine) in sarcomatosis: cases with 
recovery. Acta derm.-sif. 36:541, 1945. 

The chemotherapy of cancer was initiated in a scientific way by A. von 
Wassermann (A. von Wassermann; F. Keysser and M. Wassermann. Beit- 
raege zum Problem: Geschwuelste von der Blutbahn aus therapeutisch zu 
beeinflussen. Auf Grund therapeutischer Versuche an tumorkranken Tieren 
—Contributions to the problem: to influence therapeutically tumors by the 
way of the blood. On the basis of therapeutical experiments in animals 
diseased with tumors—Deutsche med. Wchnschr. 37:2389, 1911). 
mann tried selenium and eosin. 

Since then, a legion of investigators have pursued innumerable ap- 
proaches. Yet, unfortunately, it is true what the author writes as conclusion 
of her endeavor: ‘‘There is no evidence in the literature to indicate that a 
specific tumor-destroying agent has been found. While there is little reason 
to expect the discovery of a single chemical agent which will destroy either 
all or many different kinds of cancer, there seems to be no chemical known 
yet which, administered systemically, will cause the complete regression of 
even one kind of cancer and still permit survival of the host.”’ 


Wasser- 
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“gSynthenate Tartrate. A p-methylamine-bethanolphenol tartrate is described 
as an effective aid against common cold. Parenteral application, am- 
puls of 1 cc. containing 0.1 Gm. of p-amino-ethanolphenol. 

George A. Breon & Company, New York 


Sodium Dehydrochlorate 20% solution. An injectible hydrocholoretic stimu- 
lant. 


George A. Breon & Company, New York 


Bevidox Concentrate Dulcets. Each tablet contains equivalent to 10 micro- 
grams of vitamin B,.. 
Indication: macrocytic anemia, other than pernicious anemia in chil- 
dren. Also as a growth factor. 10 mcg. daily as a growth factor, 30 
mcg. or more weekly as a hematinic agent. 
Abbott Laboratories, North Chicago, IIl. 


Americaine Topical Anesthetic Ointment. High concentration of 20% dis- 
solved benzocaine, incorporated into a bland, water soluble base. 
Indication: surface pain in burns, abrasions, ulcers, and relief of 
itching in pruritic dermatoses. 

Americaine, Inc., Evanston, II. 


ChlorTrimeton Maleate. Chlorprophenylpyramidine maleate (1-parachloro- 
phenyl-1-(2-pyridyl)-3-dimethylaminopropane maleate, 8 mg. Repeat 
action provided by two layers of Chlor-Trimeton maleate. One 8 mg. 
tablet at bedtime, or every 8 to 10 hours during the day. Only adults. 
Indcations: Symptomatic relief of allergic conditions such as hay fever, 
vasomotor rhinitis, urticaria, allergic eczema, angio-edema, serum 
sickness and drug sensitivity. 

Schering Corporation, Bloomfield and Union, N. J. 


Trimeton Maleate Lotion with Prepared Neocalamine. Prophenylpyramidine 
maleate (1-phenyl-l-dimethylaminopropane maleate), 2%; prepared 
Neocalamine N.F.; Zinc Oxide U.S.P. 

For local application—for external use only. 

Indications: relief of itching due to poison ivy and poison oak, sun- 
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ticularly the objectionable taste, may be overcome by the additior 
of sodium citrate, and the fact that the product may be mixed with 
fruit juice, milk, puddings and cereals. 

Walker Vitamin Products, Inc. 
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. A new, longer acting antihistaminic 
for allergy and colds. 


. A full daily Vitamin supplement for 
dietary deficiencies. 
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piratory infections. 


4. Oral therapy for psoriasis. 
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. Respiratory stimulant for the new- 
born. 
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birth control. 


. Alkaline germicidal solution for in- 
fected, inflamed throats. 
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. “The Majesty of Sleep’’—gentle, pro- 
longed sedation. 
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. Regulation of functional amenorrhea. 


. Effective demulcent, gastric antacid 
and absorbent for gastric and duo- 
denal ulcers. 
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RESULTS 
REPORTED 


in Intractable Dysmenorrhea 


Filler in J.A.M.A.! reports remark- 
ably good results in the treatment of intract- 
able functional dysmenorrhea when methyl- 
testosterone is administered for the six days 
preceding ovulation. The gratifying relief of 
pain in this series is attributed to the use of 
methyltestosterone at this particular time 
of the cycle. It should be noted that there 
was no masculinization nor interference with 
ovulation. 


The most economical and efficient method 
of administering the male hormone is with 
Metandren” Linguets." This unique form of 


methyltestosterone is specially shaped to fit 
comfortably between the gum and cheek and 
is highly compressed to insure slow, effec- 
tive absorption of the hormone through the 
oral mucosa. 


Suggested Dosage: One 5 mg. Linguet (equiv- 
alent to one 10 mg. tablet orally) three 
times daily for six days before estimated 
Metandren Linguets: 
Issued in 5 mg. (white), 10 mg. (yellow), 
scored. Ciba Pharmaceutical Products, Inc., 
Summit, N. J. 

1. Filler, W.: J.A.M.A., 143: 1235 (Aug. 5,) 1950 


time of ovulation. 
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contains a combination of three 
sulfas which provides clinical effec- 
tiveness with increased safety.’ 


PREFERRED.. | meraine-ndtometasng irre 
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. The FIRST triple-sulfa 
’ combination accepted 


providing: SULFADIAZINE « SUL- 
FAMERAZINE » SULFAMETHAZINE 


TRISULFAZINE Tablets: 0.166 Gm. 
(2% gr.) each sulfonamide. For 
older children and adults. 
TRISULFAZINE Polotabs (Half 
Strength): 0.083 Gm. (1% gr.) each 
sulfonamide. Peppermint flavored — 
agreeable to infants and younger 
children. 


Also available in suspension form. 


1. Flippin, H. F., ond Boger, W. P.: Virginio eect 
M. Monthly 76; 56 (1949). is | sowsury iN URINE 4 at pH 6.0 (me /100 my 
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